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Section I: Abstract
Problem: January and February 2021 data showed a rise in readmissions for the NSTEMI
population. This is significant as 2020 had a readmission rate of 5.6% and 7.3% in 2019. This
sudden increase in readmissions within the first two months of the year is a cause for concern
and immediate action is needed.
Context: 2020 had a reduction in cardiac catheterizations due to the multiple canceled cases
during the COVID 19 pandemic. As the cases were being rescheduled along with new cases in
2021, the institution experienced an uptake in readmissions.
Interventions: Staff of department 220 was educated on the risks of heart failure as well as diet
restrictions for cardiac patients. The nurses were also educated on how to add nurse-driven
education to the Adult Visit Summary on discharge. Lastly, a post-discharge call was conducted
between May 15 to July 11, 2021 to validate the patients’ understanding of these instructions
post-NSTEMI admissions.
Measures: Data was pulled during the third week of July to assess the effectiveness of these
educational interventions. Data targeted NSTEMI discharges and analyzed the number of
patients who were readmitted within 30 days.
Results: The institution went from 9.5% readmission to zero readmissions within the eightweek intervention period. The last readmission was on April 20, 2021, which was prior to
implementation of the interventions.
Conclusion: Providing standardized and systematic discharge education to NSTEMI patients can
prevent 30-day readmissions and further deterioration of the patient’s condition.
Keywords: NSTEMI, education, heart-healthy, readmission, discharge
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Section II: Introduction
Delivering exceptional care during hospitalizations is a standard all hospitals aspire to
achieve; best practice measures and latest medical advancements lead to improved care at the
bedside. The next step is to ensure that patients remain out of the hospital once discharged. As
the cardiac center for northern California, department 220 provides care for a various specialized
cardiac procedures. The United States has seen around 20% of patients being readmitted within
30 days after an acute myocardial infarction (MI). The most common diagnoses for these
readmissions were heart failure, respiratory symptoms, and further ischemic cardiac symptoms
(Rymer, et al., 2019). When put into monetary figures, readmissions within the 30-day window
results in approximately 694 million USD annually as well as an additional 279,000 hospitalized
days per annum (Kowk et al., 2020). Readmissions are a problem that many institutions have
attempted to tackle; department 220 is a part of one of these institutions.
The Centers for Medicare and Medicaid Services (CMS) established the Hospitals
Readmissions Reduction Program (HRRP) to promote improved healthcare by linking payments
with care delivered. Excessive readmission rates will reduce payments delivered to hospitals;
CMS includes six conditions or procedures related to 30-day readmission rates. These include
acute MI, chronic obstructive pulmonary disease (COPD), heart failure, pneumonia, coronary
artery bypass graft (CABG) surgery, and Elective primary total hip arthroplasty and/or total knee
arthroplasty (THA/TKA) (CMS, 2020). Three of the six conditions are cardiac conditions and
procedures provided in this clinical setting. The potential loss of revenue related to readmissions
is a serious concern for hospitals. Providing adequate care, which includes measures to reduce
readmissions, will help institutions from unnecessary fines. As the cardiac center for northern
California, the hospital is focused on reducing readmissions.

6
Problem Description
In department 220, a cardiac unit, there was a total of 724 admissions with NSTEMI in
2019, and 627 in 2020. Of these cases, there were 35 and 17 readmissions, respectively. The
reduction can be attributed to canceled cases loads during the COVID 19 pandemic. However,
2021 data shows around 105 cases by February 2021 with ten readmissions; the readmission rate
calculates to 9.5%. This is a significant increase from previous years and needs to be addressed.
Newly diagnosed heart failure or exacerbation of current heart failure were a majority of the
readmissions. For patients with an admitting diagnosis of NSTEMI, standardizing discharge
education and reenforcing this education with a follow-up post-discharge phone call can reduce
readmissions. Educational interventions are vital in preventing future cardiac deterioration
(Mentrup, et al., 2020). In addition, standardizing discharge education for cardiac patients will
help influence patients to engage in essential lifestyle changes.
Bedside nurses have the unique ability to reinforce education consistently from shift to
shift. Therefore, by the time patients are ready to discharge home, patients will teach back how
they will self-monitor diet, vital signs, medication adherence and weight once at home.
Structured nurse-led education can increase compliance and mental quality of life for this highrisk population (Shim & Hwang, 2017). Department 220 delivers quality care and has dedicated
cardiac discharge packets for cardiac surgical patients. There is no routine packet for NSTEMIs,
however, and this needs to be addressed. Although nurses provide physician’s standard
discharge education, there are no nurse-led handouts provided. This problem will be addressed
by creating discharge packets for all cardiac patients, including detailed instructions on daily
weight, diet, and medication adherence. A trial of post-discharge phone calls will be done to
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reinforce the education provided on discharge. These interventions will aid in readmission
reduction as well as reduce costs for the hospital.
Available Knowledge
A literature search was conducted utilizing the Cochrane Database of Systematic
Reviews, CINAHL, PubMed, and Joanna Briggs. Limitations were entered to find scholarly and
peer-reviewed articles with a date range of 2016-2021. The PICOT question: (P) for patients
with an admitting diagnosis of NSTEMI, does (I) standardizing discharge education and
reenforcing this education with a follow-up post-discharge phone call, (C) compared to standard
care, (O) result in a 15% reduction of readmissions from current state to July 2021? Keywords
such as myocardial infarction, education, discharge, and readmissions yielded multiple results.
Multiple articles revealed that early discharge education helped increase lifestyle changes postdischarge. Approximately twenty articles were selected, and five were reviewed. The articles
were evaluated utilizing the Johns Hopkins nursing evidence-based practice tool and can be
viewed in Appendix I (Dearholt & Dang, 2018).
Cardiovascular Revascularization Medicine published an article that systematically
reviewed readmissions after percutaneous coronary intervention (PCI). The authors examined 39
studies consisting of 6,569,690 patients and the readmission rate ranged between 3.3% - 15.8%.
The meta-analysis revealed that females, diabetics, heart failure, renal failure, chronic lung
disease, peripheral artery disease, and cancer were at greater risk for readmissions (Kwok, et al.,
2020). Thus, the authors concluded that interventions to prevent readmissions are vital for these
patients. The study was extensive, and results were stunningly detailed. Using the Johns
Hopkins evidence-based rating tool, this article was rated as Level III, A.
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Qualitative Health Research published a qualitative analysis of patient’s experience with
cardiovascular education. The authors reviewed 40 articles to analyze how patients perceive
education. The study revealed that the way providers provide education affected the way
patients understood the need for lifestyle changes. The importance of open-dialogue, emphatic
listening, plain-speaking, and utilizing teach-back to enhance compliance was discussed.
Interestingly, the authors found that education on the importance of lifestyle changes to prevent
further cardiovascular deterioration was missing for most patients (Mentrup, et al., 2020). The
article was an intriguing guide into patient perceptions of education provided by healthcare
professionals. Using the Johns Hopkins evidence-based rating tool, this article was rated as
Level IV, B.
Authors Shim & Hwang conducted a quasi-experimental study utilizing a group of 32
and a control group of 30 to evaluate the long-term effects of cardiovascular education with
patients diagnosed with acute coronary syndrome (ACS). The study revealed no significant
change in the initial period; however, those who received two follow-up calls in the year had
improved self-efficacy in self-care compliance and mental health. Creating routine discharge
education and finding ways to address barriers against lifestyle changes will be needed to ensure
compliance in the long term (2017). Lifestyle changes are crucial to preventing secondary
cardiac events. Using the Johns Hopkins evidence-based rating tool, this article was rated as
Level II, B.
Readmissions for NSTEMIs are not a problem limited to the United States. Authors from
Taipei, Taiwan conducted a detailed systemic review of 5,008 NSTEMI patients and 13.577
heart failure patients to evaluate readmission rates for those that received a follow-up
appointment with a physician within a 7-day window of discharge. The authors found that 30-
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day readmission rates were even lower when the follow-up visit was with the same physician the
patient saw during the initial index admission (Tung, et al., 2017). Consistency in follow-up care
proved to be essential in keeping patients from seeking emergency care and subsequent
readmissions. Using the Johns Hopkins evidence-based rating tool, this article was rated as
Level I, A.
The European Journal of Cardiovascular Nursing published a pilot study for a
randomized control trial which focused on early education for patients with ACS. The study
evaluated if early individualized education aided in increasing self-efficacy which is needed for
lifestyle changes. Self-efficacy was assessed on discharge and at a rehabilitation program
participants attended six weeks post discharge. The study found that patients who received early
focused education were more likely to complete the rehabilitation program and reported that the
early education was helpful (Weibel, 2016). This was yet another study depicting the benefits of
targeted education for patients with ACS. Using the Johns Hopkins evidence-based rating tool,
this article was rated as Level I, B.
Targeted education plays a crucial role in how patients perceive their health and postdischarge care. Therefore, focusing on education will improve the long-term outlook for patients
and allows the institution to reinvest time and money towards developing other ways to help
these vulnerable patients.
Rationale
Cardiovascular disease is a leading cause of death globally; individuals who have had an
acute MI are at a higher risk for having a future MI or other adverse events. Interventions such
as lifestyle change education are vital in preventing future risks (Mentrup, et al., 2020). Utilizing
Lewin’s change theory (King, et al., 2019), department 220 leadership will attempt to restructure
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the discharge education for NSTEMI patients. Unfreezing occurs when the problem is
identified; in this case, it is the rise in readmissions among the NSTEMI population. During the
moving phase, education will be provided to the staff on adding education topics to the adult
visit summary (AVS). Staff meetings will be conducted to educate most of the staff regarding
adding instructions to the AVS. A nurse will subsequently perform a post-discharge call within
three days to assess education adherence. Lastly, refreezing will occur when the new process is
adopted and sustained (King, et al., 2019). Leadership will monitor the readmissions closely to
assess for a change. The cost of unplanned and 30-day readmissions is reported to be $12,636
and $17,576 respectively (Kwok, et al., 2020). Thus, if there are ten readmissions, it could lead
to an increased cost of $126,000 for unplanned and $170,000 for 30-day readmissions.
Specific Project Aim
The specific aim of the NSTEMI readmission project is to reduce the rate of readmissions
for NSTEMI patients from the current state of 9.5% to 6% by July 2021.
Section III: Context
A microsystem assessment was completed using the Dartmouth Institute’s 5 P
microsystem assessment tool (2005). The cardiac telemetry unit in Santa Clara provides care for
a variety of cardiac illnesses. Patients come from Santa Rosa as well as Modesto to seek care
from our experienced cardiothoracic surgeons. In 2019, the hospital began implanting Left
Ventricular Assist Devices (LVAD) and have since implanted close to twenty LVADs. This is
now a major revenue source for the hospital as previously these patients were sent to another
area hospital for implantation. The patients that receive care on the cardiac telemetry unit have
specific cardiac ailments and or have undergone cardiothoracic surgeries or procedures. The
prominent populations include advanced heart failure, left ventricle assist devices (LVADs),
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myocardial infarcts (MIs) both NSTEMI (non-ST elevation MIs) as well as STEMIs (ST
elevation MIs), percutaneous coronary interventions (PCIs), watchman procedures, coronary
artery bypass grafts (CABGs), valve repairs, transfemoral aortic valve repairs (TAVRs),
myectomy, and post-heart transplant care.
There are multiple portals of entry for patient admissions. Heart failure, post heart
transplants and LVADs, can be admitted directly from the clinic, or from home. PCIs, TAVRs,
and watchman come directly from the cardiac catheterization lab and cardiac procedural unit.
Newly implanted LVADs, CABGs, myectomy, and valve repairs transfer in from the
cardiovascular intensive care unit; the emergency room and post-anesthesia care units also
admitted into the unit. The turnaround time varies based on conditions; however, any given day
can have about 8 to 12 discharges. See Appendix B for the microsystem assessment. The
cardiac unit utilizes 54 FTE core nursing staff and traveler nurses, and per diem staff nurses.
The focus on readmissions for NSTEMIs is essential as the unit treats hundreds of NSTEMI
patients yearly; reducing readmissions of this population will be beneficial for the patients and
the institution.
A SWOT analysis was conducted (see Appendix A) to analyze potential strengths,
weaknesses, opportunities, and threats. A key weakness noted was that the intervention is time
consuming. However, if successful, it is something that can be utilized for other diagnoses as
well, i.e., post-cardiac surgery population. Threats to success included float staff who may not
be familiar with initiatives on the unit as well as patient compliance. The obvious strength is
creating standardized education for this vulnerable population. Due to the multi-faceted nature
of NSTEMIs, not all patients are equal; those with multivessel disease will go on to have openheart surgeries which require further follow-up and extensive education. Introducing this change
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initiative will be done through daily huddles at the beginning of the shift. Volunteers will be
obtained to join the committee of nurses performing the education and post-discharge calls.
Preventing NSTEMI readmissions is significant for department as these patients form a large
part of the patient population on the department.
Intervention
The focus of the intervention for this project is education. Nurses on the department will
be systematically taught the importance of discharge education. Education will be completed via
monthly staff meetings; one month’s focus will be on congestive heart failure (CHF). The CHF
educator will address the readmission issue with staff during the meeting and reiterate the
importance of educating the patients regarding diet modifications. A subsequent staff meeting
will focus on how to add instructions to the AVS. A sub-committee of super-users was created
to reiterate teaching to staff in real-time as well. A detailed how-to guide for adding targetspecific education materials to the AVS printed from the electronic health record will be
provided as well. Appendix J depicts this step-by-step tool. NSTEMI patients shall have
focused education on heart-healthy diet, low sodium, and general information on heart failure.
Patients admitted with myocardial infarctions have a strong likelihood of developing heart
failure; hence, education on basic risk factors and interventions are key to preventing new
diagnoses of congestive heart failure (Anjum, et al., 2017). Once the patient has discharged a
subsequent follow-up phone call within three days, the call will be completed to reiterate
teaching and answer any subsequent questions that the patient may have post-discharge. These
calls will be conducted by one of the committee members.
The post-discharge calls will consist of three primary questions: Did you understand your
discharge instructions? Did the nurse go over diet restrictions like low sodium, heart-healthy
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diet? Lastly, did the nurse go over warning signs and when to call your doctor? The last
question can tie in early indications of heart failure and heart zones. Appendix K detailed the
dialogue utilized during the post-discharge calls to ensure each call is treated equally. The added
instructions to the AVS and the post-discharge call are interventions that are currently not in
practice. Before implementation, nurses provide only the discharge education listed per the
physician’s discharge instructions alone. This is not ideal as each physician has their own
discharge orders, and at times warning signs of heart failure and a low sodium diet are missing.
This process change will encourage nurses to proactively educate on preventative measures
under nursing discretion and ensure standardized education for the patients.
Study of the Intervention
Initial, plan-do-study-act, PDSAs will revolve around discharge education time. With the
added information to the AVS the PDSA will assess if the nurse requires more time for
discharge. Mitigating factors may revolve around asking night shift nurses to initiate AVS
documentation. Subsequently, after a month, readmission data should be collected to assess
progress. If there are changes in the number of admissions of NSTEMIs, this may skew data as
well. Working closely with a data analyst will help ensure accuracy of data as well as the
effectiveness of the interventions implemented. Real-time audits as well can ensure compliance
with the addition of education to the AVS, although this will be sporadic as oversight varies shift
to shift.
The first PDSA cycle involved the discharging nurse to add instructions to the AVS.
Within the first few days it was evident that there was a lack of compliance among the staff.
Auditing revealed only 20% compliance; nurses claimed that time constraints prevented them
from adding the instructions. For the second PDSA cycle, the shift before anticipated discharge
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was encouraged to add instructions for the on-coming nurse. This cycle achieved slightly more
compliance of 50%. A nurse from the sub-committee will focus on post-discharge calls and the
focus will remain on the effectiveness of discharge education. A total of three attempts will be
made to reach the patient for the post-discharge call. Additional teaching will be provided on the
call for patients who state that discharge education did not cover diet modifications or warning
signs.

According to the nurse speaking to these patients, it was evident that the calls were

greatly appreciated.
Measures
The project charter in Appendix C details the measures to be followed during
implementation. Readmissions are defined as patients requiring a return to acute care settings
for emergent care in the emergency room and/or subsequent admission to the hospital within a
30-day window. Measuring readmission data in one-month intervals post-implementation will
allow the team to better understand the effectiveness of the education being given to this
population. In addition, a balance measure of increased time for discharge teaching will help
focus on whether interventions need to be moderated to ensure that patient throughput in the
hospital is not compromised during the PDSA cycles.
Ethical Considerations
This project is a process improvement project; the ethical considerations include that
these interventions can potentially influence readmissions for more than just the NSTEMI
population. However, if the process proves successful, the interventions can be modified to
fit other patient populations, such as post-cardiac surgery, congestive heart failure, stroke and
many more. COVID 19 caused many cardiac catheterization cases to be cancelled; this
potentially could have led to a higher risk PCI patient in the subsequent months due to these
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patients ongoing cardiac deterioration. Therefore, this could also be attributed to the 9.5%
readmission rate by February 2021. This project was reviewed by the University of San
Francisco and was approved as an evidence-based change in practice project; therefore, IRB
approval was not required (see Appendix N).
Section IV: Results
Post-discharge calls were conducted over an eight-week period from May 15, 2021, to
July 11, 2021. Analysis of the data derived from the post-discharge calls were significant. 148
patients were called during the eight-week period. May data had 70 patients and July had 78,
respectively. 32% of these patients were females, 24% had a previous history of undergoing a
PCI procedure and 26% had a known diagnosis of congestive heart failure already. Appendix L
depicts an analysis of the patients and evaluation of the calls. Data analysis, however, is based
on 118 patients as 30 patients were unreachable despite three attempts. Analysis showed that
98% of the patients understood their discharge education, 53% understood their heart-healthy
diet restrictions, and 39% knew warning signs and when to follow-up with their physicians.
These statistics show that nurses were successful in teaching discharge instructions, however,
nurses continued to miss opportunities to educate critical information around signs of
deterioration. Although on the bright side, the post-discharge calls were able to catch this deficit
and correct it.
Having a diagnosis of NSTEMI followed by undergoing cardiac catheterization is a
stressful incident for patients. It is understandable that they may not retain all the information
that is given during a short hospitalization. Often, these patients are hospitalized for around
twenty-four hours only. Following up with post-discharge calls allows for better retention of
information as well as provides patients with expert advise in a timely manner. Although there
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was poor compliance with adding education to the discharge AVS, the post-discharge calls were
able to negate those occurrences. Often, patients are given numerous educational materials while
hospitalized and with the information overload, they tend to lose some key points. The post
discharge calls eliminated that risk.
Outcome Measure Results
Data was pulled during the third week of July 2021; results showed that the last NSTEMI
readmission was on April 20th for angina. Appendix M displays the readmission data. This is
significant as this was prior to the intervention initiation. The test of change was successful, the
institution went from 9.5% readmissions to zero after the implementation of educational
interventions. This proves that education both during and after discharge can help patients
understand their diet restrictions as well as the warning signs to call their physicians.
Section V: Discussion
During the post-discharge calls an interesting finding arose around out-patient cardiac
rehabilitation. Some of the patients described attending cardiac rehabilitation classes and were
able to articulate diet and warning signs expertly. The committee was compelled to investigate
why everyone was not provided this valuable resource. Further investigation revealed that some
of these patients were referred to cardiac rehabilitation classes, however, they failed to return the
calls to schedule classes. Those patients that were found to not have referrals led to dialogue
between department 220 management and the cardiac rehabilitation leaders. The gap was
identified, and providers were reeducated on the importance of entering these referrals for
NSTEMI patients. Cardiac rehabilitation nurses assisted in entering referrals for those identified
within the study as needing referrals. This led 220 management to investigate referrals for
cardiac rehabilitation among post-cardiac surgery patients as well. This further revealed a lack
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of referrals which prompted reeducation of the hospitalists around the importance of entering
referrals for this population prior to discharge.
It was tremendously satisfying to see one project initiative branch into other areas,
thereby affecting positive outcomes for multiple patients. Although these interventions were
successful, it is uncertain if it can be sustained by the unit alone. Currently, one of the staff
nurses conducted these post-discharge calls; in the future, staffing may not permit this luxury. It
will be beneficial to bring this study to senior leadership to extend post-discharge calls to the
hospital transitions team. This vulnerable population would benefit from more than one call; the
transitions team should follow those with an on-going diagnosis of heart failure closely to
prevent readmissions as well.
Summary
Overall, the project was successful despite lack of adherence regarding adding
instructions to the AVS. Over a five-month period, staff was educated, and the interventions
were implemented. As department 220 solely deals with cardiac patients, the initiative was
appropriate for the department. Sustaining this progress will be the next steps for the initiative,
along with collaborating with out-patient departments like the cardiac surgery clinic and the
cardiac rehabilitation department. Data collection was shared with the staff and based on
findings staff was asked to educate patients on the benefits of cardiac rehabilitation as well as the
importance of scheduling classes with the program. These interventions solidified those cardiac
patients benefit the most from comprehensive education and follow-up.
Conclusion
Cardiovascular diseases account for causes for mortality worldwide. Improving healthy
behaviors through education on heart-healthy diet is key to reducing mortality risks (Shi et al.,
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2021). Studies of readmissions have shown that 1 in 7 patients undergoing PCI are at risk for
being readmitted within 30-days. This statistic alone is indicative of the need for systematic
discharge education and evaluation of medication compliance (Kwok et al., 2020). The United
States has seen around 20% of patients being readmitted within 30 days after an acute
myocardial infarction (Rymer, et al., 2019). When put into monetary figures, readmissions
within the 30-day window results in approximately 694 million USD per annum (Kowk et al.,
2020). Monetary reasons aside, educating cardiac patients will prevent further deterioration and
thereby help aid these patients in living healthier and longer lives.
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Appendix B
Microsystem Assessment

Inpatient Unit Profile
A. Purpose: Why does your unit exist? To provide excellent cardiac care for our members
Assistant Cardiovascular Director: KZ

Unit Manger: KZ
Nurse Director: VS

Date: 9/25/2020
Cardiothoracic Surgery Director: RH, MD

B. Know Your Patients: Take a close look into your unit, create a “high-level” picture of the PATIENT POPULATION that
you serve. Who are they? What resources do they use? How do the patients view the care they receive?
Est. Age
% Always
Distribution of
%
List Your Top 10 Diagnoses/Conditions
Patient Satisfaction Scores
Pts:
10
6. Heart
see
19-50 years
1. MI
Nurses
transplant
51-65 years 40
2. Post PCI
7. LVAD
Doctors
attached
pl66-75 years 40
3. Heart failure
8. TAVR
Environment
76+ years 10
4. post CABG
9. Myectomy
Pain
5. Post valve repair
10. Watchman
Discharge
% Yes
35
%
% Females
Overall
Excellent
Pt Population Census: Do
%
these numbers change by
Living Situation
%
Point of Entry
Y/N
season? (Y/N)
Y
Married
40
OR
15
Pt Census by Hour
Domestic Partner
15
Clinic/Direct from home
10
Pt Census by Day Y
Live Alone
10
ED
10
Pt Census by Week Y
Transfer CVICU/Cath
Live with Others
5
65
Pt Census by Year Y
lab
Skilled Nursing
25
Discharge Disposition
%
30 Day Readmit Rate Y
Facility
Nursing Home
0
Home
60
Our patients in Other Units Y
Home with Visiting
Off Service Patients on Our
Y
Homeless
5
10
Nurse
Unit
Patient
LOS
Frequency of Inability to Admit
Y
Range
Skilled Nursing Facility
10
Type
avg.
Pt
Medical
3
1-7
Other Hospital
5
Surgical
6
5-10
Rehab Facility
10
Please see supporting documents below
Mortality
unknown
Transfer to ICU
5
Rate

C. Know Your Professionals:
Day
FTEs

Current Staff

Evening
FTEs

Night
FTEs

MD Total

rotates

Hospitalists Total

6.0

Unit Leader Total

1.0

CNSs Total
RNs Total
LPNs Total
LNAs Total

0.8
18.4

Residents Total

Weekend FTEs

6.0

3.0

rotates
rotates

17.4

16.8

rotates

OverTime by
Role

Admitting Medical
Service

%

Internal Medicine
5
Interventional
20
Cardiology
Advanced heart
20
failure
Thoracic
5
CVICU
50
Other
0
Supporting Diagnostic
Departments
MRI, Radiology, Interventional
Radiology, Ultrasound, Cardiology,
Infectious Disease, Respiratory, CV
Intensivists
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Technicians
Total
Secretaries Total
Clinical
Resource Coord.
Social Worker
Health Service
Assts.
Ancillary Staff
Do you use Per
Diems?
Do you use
Travelers?
Do you use OnCall Staff?
Do you use a
Float Pool?

1.2

1.6

1.8

rotates

1.6

0.8

0.6

rotates

3.0

2.0

1.0

rotates

3.2

2.2

1.6

rotates

__Y__Yes

______NO

Staff Satisfaction Scores

__Y___Yes

______NO

How stressful is the unit? High stress unit

______Yes

___N__NO

Would you recommend it as a good place to
work? Yes

___Y__Yes

______NO

63%
% Not
Satisfied
% Strongly
Agree

20%
85%

D. Know Your Processes: How do things get done in the microsystem? Who does what? What are the step-by-step
processes? How long does the care process take? Where are the delays? What are the “between” microsystems hand-offs?
1. Create flow charts of routine
Do you use/initiate any of the
processes.
following?
# Rooms
#
Capacity
_28____
Beds__31___
a) Overall admission and treatment
Check all that apply
process
b) Admit to Inpatient Unit
 Standing Orders/Critical Pathways
# Turnovers/Bed/Year _>1000_____
c) Usual Inpatient care
 Rapid Response Team
d) Change of shift process
 Bed Management Rounds
Linking Microsystems
e) Discharge process
 Multidisciplinary/with Family Rounds
(e.g. ER, ICU, Skilled Nursing Facility )
f) Transfer to another facility
 Midnight Rounds
process
CVICU, ICU, CPU/Cath Lab, Heart
g) Medication Administration
 Preceptor/Charge Role
Failure clinic, ED
h) Adverse event
 Discharge Goals
2. Complete the Core and Supporting Process Assessment Tool, pg 14

E. Know Your Patterns: What patterns are present but not acknowledged in your microsystem? What is the leadership and

•

•
•

social pattern? How often does the microsystem meet to discuss patient care? Are patients and families involved? What are
your results and outcomes?
•
What have you successfully changed?
Implemented healthy workforce initiatives
to engage staff
Does every member of the unit meet
regularly as a team? yes
•
Do the members of the unit regularly
•
What are you most proud of? Becoming
review and discuss safety and
the cardiac center for the northern CA
reliability issues? yes
region of the organization
•
What is your financial picture? Department
How frequently? monthly
has been consistently fiscally responsible
and running at a profit margin
What is the most significant pattern of variation? Staff
“Metrics that Matter” Quality scores
transfers which change core staffing numbers
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Appendix C
Project Charter
Project Charter: Reducing the rate of readmissions among NSTEMI population.
Global Aim: To standardize discharge education for NSTEMI patients with a focus on diet and
lifestyle modifications.
Specific Aim: Current year to date readmission rate of NSTEMIs is 9.5%; the specific aim of
this project is to reduce readmission rates to 6% within a period of three months.
Background: Many cardiac catheterization cases were postponed due to the COVID 19
pandemic. Recent data for 2021 shows around 105 cases of NSTEMIs by February 2021 with 10
readmissions. This is a significant number of patients that are returning to the hospital for
various reasons. Nursing has the unique opportunity to enhance discharge teaching for this
population; educational interventions are vital in preventing future cardiac deterioration
(Mentrup, et al., 2020). Standardizing discharge education for cardiac patients will help
influence patients to engage in lifestyle changes.
Sponsors
Director of Adult Services
Assistant Director of Cardiovascular Services
Continuum Administrator
Goals

V.S.
K.Z.
G.S.

To reduce readmission rates for those patients admitted with a diagnosis of NSTEMI. This will
be accomplished by:
1. Standardizing discharge education by educating nurses on how to include additional
teaching materials to the discharge handout.
2. Educating patients on the risk of further cardiovascular damage, namely heart failure.
3. Performing a post discharge call to evaluate patient’s understanding of discharge
education,
4. Have the heart failure educator speak to staff regarding a patient’s risk for heart failure.
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Measures
Measure
Outcome
Reduction in readmissions for
NSTEMIs
Process
Percent of patients who
received discharge packet
Percent of patient who
understood discharge
instructions
Balancing
DC education time

Data Source

Target

Epic data analysis

6%

Patient follow-up phone call
(manual collection)
Patient follow-up phone call
(manual collection)

80%

Epic data analysis

No change

80%

Team
MD Co lead
Educator
Staff nurse champions
MD champions
Measurement Strategy

Dr. CW
Dr. BP
RK, HF, VB
Dr. JT

Population Criteria: Patients admitted to department 220 with an NSTEMI diagnosis.
Data Collection Method: NSTEMI admission and readmission data will be pulled via data
analysis of EPIC. Discharged patients will receive a follow-up call to gage whether discharge
education was helpful and easy to understand.
Data Definitions
Data Element
Index hospitalization
Readmission

Definition
Initial hospitalization
Readmission via ED to prolonged
readmission from 30-days of index
hospitalization discharge

Measure Description
Measure

Measure Definition

NSTEMI
Readmissions

30-day readmission
from index
hospitalization

Data Collection
source
Epic data analysis

Goal
6%
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Appendix D
CNL Competencies
The Clinical Nurse Leader (CNL) role is a multi-faceted one; nurses touch every aspect
of a patient’s life, CNLs can effect change for multiple patients through process change
initiatives. Utilizing CNLs in healthcare can help bridge the gap between executive leadership
and the bedside nurse. Often, nurses have process improvement ideas, but lack the ability to
promote change. CNLs on the other hand, routinely effect changes and facilitate bedside nurses’
ability to speak up and express process improvement ideas. This project, to reduce readmissions
for NSTEMIs will show the skills of the CNL, mainly as an outcome manager, interprofessional
collaboration and one of a healthcare informaticist.
As an outcome manager, the CNL can anticipate disease progression and identify patient
problems that need interventions (King et al., 2019). Regarding readmissions for NSTEMIs, the
CNL can view the problem analytically and find solutions such as better education for staff
nurses as well as the patients. The CNL will effectively coordinate with multi-disciplines as well
as core staff to collaborate for specific solutions. This project requires the CNL to be skilled in
interprofessional collaboration to coordinate with physicians, data analysts, staff nurses, and
educators. The CNL will be charged with interpreting data so that core staff nurses can
understand why the project is essential for improving the care their patients are receiving.
Lastly, utilizing healthcare informatics, the CNL can evoke lasting changes to the medical chart.
In this project, staff nurses will be educated on utilizing the healthcare documentation system to
add additional educational materials to the patient’s discharge packets. Effectively utilizing
these three characteristics of outcome manger, interprofessional collaboration and informatics
will aid in pushing this project to fruition as well as success.
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Appendix E
PDSA Cycle
Changes to Test
Intervention
1. Adding nurse driven education to discharge instructions.
• Is there a change in the time taken to educate patients on
discharge?
o Change workflow and have prior shift start adding
material to the AVS prior to discharge date.
2. Post discharge phone call
• Found a missing link in cardiac rehab; encourage patients to
participate when called for rehab consult.
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Appendix F
Process Flowchart
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Appendix G
Gantt Chart
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Appendix H
Driver Diagram
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Appendix I
Evaluation Table
PICOT Question
For patients with an admitting diagnosis of NSTEMI, does standardizing discharge education
and reenforcing this education with a follow-up post discharge phone call result in a 15%
reduction of readmissions from current state to July 2021?
Johns Hopkins Evidence Rating Tool utilized to assess the below articles
Study

Design

Sample

Outcome/Feasibility

39
studies

Sheds light on
comorbidities as a
high chance for
readmission post
percutaneous
intervention (PCI).
Estimated 1 in 7 are
readmitted; authors
highlight the need
for interventions to
prevent
readmissions.

Mentrup, S., Harris, E., Gomersall, T., Köpke, S., &
Qualitative 40
Astin, F. (2020). Patients’ experiences of
analysis
articles
cardiovascular health education and risk
communication: A qualitative synthesis. Qualitative
Health Research, 30(1), 88-104.

Emphasized the
need for easy to
understand
education. The
authors found that
lifestyle changes
were missing from
patient education as
well.

Kwok, C., Narain, A., Pacha, H., Lo, T., Holroyd, E.,
Systemic
Alraies, M., Nolan, J., & Mamas, M. (2020).
Review
Readmissions to hospital after percutaneous
coronary intervention: A systematic review and
meta-analysis of factors associated with
eadmissions. Cardiovascular revascularization
medicine,21(3), 375 391. https://doi.org/10.1016/j.carrev.2019.05.016

readmissions post
PCI.pdf

Patients’ Experiences
of CV education.pdf

Evidence
Rating
Level III,
A

Level V,
B

32

Study

Design

Sample

Shim, J. & Hwang, S. (2017). Long-term effects
of nurse-led individualized education on
middle-aged patients with acute coronary
syndrome: a quasi-experimental study. BMC
Nursing, 16, 1–8.
https://doi.org/10.1186/s12912-017-0254-y

Quasi30
experimental intervention
study
group and
32 control
group

Long-term effects of
nurse-led education.pdf

Tung, Y., Chang, G., Chang, H., & Yu, T. (2017). Systemic
Relationship between early physician followreview
up and 30-Day readmission after acute
myocardial infarction and heart failure. PLOS
ONE, 12(1), 1–20.
https://doi.org/10.1371/journal.pone.0170061

5,008
NSTEMI
patients
and 13.577
heart failure
patients

Outcome/Feasibility Evidence
Rating
Small sample size,
however, the study
revealed the need
for nurse led
education prior to
discharge for
patients with acute
coronary syndrome
(ACS) diagnoses.

Level II,
B

Study revealed that Level I, A
30-day readmissions
decreased when
patients had a
follow-up visit with
a physician 7 days
post discharge. The
readmissions were
even lower for those
Relationship
that saw the same
between Early Physician Follow-Up and 30-Day Readmission after Acute Myocardial Infarction and Heart Failure..pdf
physician from index
hospitalization.
Weibel, L., Massarotto, P., Hediger, H., &
Pilot study
19
This pilot study
Level I, B
Mahrer-Imhof, R. (2016). Early education and
for
revealed that selfcounselling of patients with acute coronary
randomized
efficacy increased
syndrome. A pilot study for a randomized
controlled
with early education
controlled trial. European Journal of
trial (RCT)
as well as
Cardiovascular Nursing, 15(4), 213-222
attendance in a
rehabilitation
program. Based on
Early education and
results a full RCT to
counselling of patients with acute coronary syndrome. A pilot study for a randomized controlled trial.pdf
be conducted.
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Appendix J
Adding Discharge Instructions to the Adult Visit Summary (AVS)
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CATEGORIES ARE ITEMIZED IN ALAPHABETICAL ORDER
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Appendix K
Post-Discharge Call Dialogue
1. Hi my name is ____. I am a nurse calling from Dept 220, I am just following up on your
recent admission to see how you are feeling?
2. Did you have any questions about your discharge instructions?
3. Did someone go through the packet with you?
4. Did you get any education on a heart healthy diet? If "N" review heart healthy diet.
5. Did anyone go over the symptoms of heart failure with you? All of our patients are at a
risk of developing heart failure, but it does not mean that you will. We just want you to
have education on symptoms to look out for so you know when to reach out to your
doctor. If "N", review yellow zone from Learning About Heart Failure Zones.
6. Patients should be referred to cardiac rehab, encourage them to participate. Talk about the
program and all that it provides (meal plans, exercise guides, online courses, etc.)
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Appendix L
Post-Discharge Call Data
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Appendix M
Readmission Data
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Appendix N
CNL Project: Statement of Non-Research Determination Form
Student Name: ____Gisha Gireesan_______________________
Title of Project: Targeting NSTEMI Readmissions: Education to Protect the Hearts of
Our Patients
Brief Description of Project: Implementing changes to discharge education for
NSTEMI (non ST elevation myocardial infarctions) population to assess changes in
readmission rates.
A) Aim Statement: Current year to date readmission rate of NSTEMIs is 10%; the
specific aim of this project is to reduce readmission rates to 6% within a period of three
months, end of July 2021.
B) Description of Intervention:
1. Nurse driven discharge education via electronic health record discharge
summary
2. Post discharge phone call to re-iterate instructions
C) How will this intervention change practice? This will change the way the NSTEMI
population is discharged. Currently, MD based instructions are only provided. Nurse
driven education and phone calls will be new.
D) Outcome measurements: A reduction in readmission rates for the NSTEMI
population.

To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the
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criteria outlined in federal guidelines will be used:
(http://answers.hhs.gov/ohrp/categories/1569)
X This project meets the guidelines for an Evidence-based Change in Practice Project as
outlined in the Project Checklist (attached). Student may proceed with implementation.
☐This project involves research with human subjects and must be submitted for IRB approval
before project activity can commence.
Comments:
EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST *

Instructions: Answer YES or NO to each of the following statements:
Project Title: Targeting NSTEMI Readmissions:

YES

Education to Protect the Hearts of Our Patients

The aim of the project is to improve the process or delivery of care with

X

established/ accepted standards, or to implement evidence-based change.
There is no intention of using the data for research purposes.
The specific aim is to improve performance on a specific service or program X
and is a part of usual care. ALL participants will receive standard of care.
The project is NOT designed to follow a research design, e.g., hypothesis
testing or group comparison, randomization, control groups, prospective
comparison groups, cross-sectional, case control). The project does NOT
follow a protocol that overrides clinical decision-making.

X

NO
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The project involves implementation of established and tested quality

X

standards and/or systematic monitoring, assessment or evaluation of the
organization to ensure that existing quality standards are being met. The
project does NOT develop paradigms or untested methods or new untested
standards.
The project involves implementation of care practices and interventions that

X

are consensus-based or evidence-based. The project does NOT seek to test
an intervention that is beyond current science and experience.
The project is conducted by staff where the project will take place and

X

involves staff who are working at an agency that has an agreement with
USF SONHP.
The project has NO funding from federal agencies or research-focused

X

organizations and is not receiving funding for implementation research.
The agency or clinical practice unit agrees that this is a project that will be

X

implemented to improve the process or delivery of care, i.e., not a personal
research project that is dependent upon the voluntary participation of
colleagues, students and/ or patients.
If there is an intent to, or possibility of publishing your work, you and
supervising faculty and the agency oversight committee are comfortable
with the following statement in your methods section: “This project was
undertaken as an Evidence-based change of practice project at X hospital
or agency and as such was not formally supervised by the Institutional
Review Board.”

X
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ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an
Evidence-based activity that does NOT meet the definition of research. IRB review is not
required. Keep a copy of this checklist in your files. If the answer to ANY of these questions
is NO, you must submit for IRB approval.

*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human
Research Committee, Partners Health System, Boston, MA.

STUDENT NAME (Please print): Gisha Gireesan
________________________________________________________________________
Signature of Student: _______________e-signed_____

DATE___4/11/2021_

SUPERVISING FACULTY MEMBER NAME (Please print): __________
_____________ David Ainsworth, MSN, RN, CNL_______
Signature of Supervising Faculty Member
______________________________________________________DATE____________

